Abstract: This study investigated the effect of the sodium to potassium ratio on hypertension prevalence and blood pressure. The study population was constructed by pooling the Korean National Health and Nutrition Examination Surveys between 2010 and 2014. The study population was divided into quartiles based on the sodium to potassium ratio, and the effect was inferred by the difference in hypertension prevalence across quartiles by six pairwise comparisons using a propensity score matching technique. The quartiles with the higher sodium to potassium ratio had higher hypertension prevalence rates based on the following pairwise comparisons: the first vs. third quartile, the first vs. fourth quartile, the second vs. third quartile, and the second vs. fourth quartile. The prevalence differences were 2.74% point (p < 0.05), 3.44% point (p < 0.01), 2.47% point (p < 0.05), and 2.95% point (p < 0.01), respectively. In addition, statistically significant higher systolic (p < 0.05) and diastolic blood pressure (p < 0.01) was observed in the second quartiles compared to the first quartiles. Because a strong association was also detected between the sodium to potassium ratio and blood pressure even at a low level of sodium to potassium ratio, a lower sodium to potassium ratio diet than a usual diet is recommended to control high blood pressure in Korea.
Introduction
The hypertension prevalence rates of Korean male and female adults aged 30 years or above are 32.4% and 22.2% in Korea [1] , respectively. Hypertension alone claims two trillion Korean won, which amounts to approximately two billion U.S. dollars, in medical expenses annually [2] . Therefore, hypertension causes some of the heaviest social burdens through medical insurance and personal suffering. Hypertension attracts attention as a strong risk factor for cardiovascular diseases and stroke, which are responsible for the highest mortality rates in Korea [1] . Sodium intake is a significant risk factor of hypertension and has been the target of health policies to reduce hypertension prevalence. Many countries have performed public health measures to reduce sodium intake, and these measures are based upon the association between sodium intake and hypertension.
The 2013 Institute of Medicine (IOM) report acknowledged the overall association between sodium intake and blood pressure based on previous studies. However, individual studies do not show a consistent relationship between sodium intake and blood pressure [3] . Therefore, they do not support the existing upper limit of sodium intake (2300 mg per day) and declared not to set the limit because there is no sufficient population based health outcome evidence [3] ; though, they acknowledge the overall association between sodium intake and blood pressure based on previous studies. Some studies extended the conclusion of the IOM report and suggested that both lower and higher sodium intake were related with an increased risk of cardiovascular disease compared to the usual sodium intake of 3000-5000 mg per day [4, 5] . In response, the U.S. Centers for Disease Control and Prevention (US CDC) and the American Heart Association (AHA) dissociated themselves from the 2013 report [6] . AHA and the US CDC criticized that this line of study reporting a J-or U-shaped relationship was due to the use of an incorrect dietary measure of the sodium intake variable and the improper treatment of statistical problems, such as reverse causality, and confounding in association and in residuals [7] . This conflict between institutions ignited a heated debate over the proper daily sodium intake limits and increased confusion among the public over sodium intake.
He, Li, and MacGregor [8] concluded that a reduction in sodium intake reduced blood pressure among hypertensive and normotensive groups. Their conclusion was drawn from the review of 37 random clinical trials that observed sodium intake and blood pressure for at least four weeks. Based on the authors' reanalysis of 37 cases, only 56.8% (21 of the cases) reported a statistically significant correlation between sodium intake and blood pressure.
Observational studies carried out in various countries also show very inconsistent results. For instance, Du et al. [9] found statistically significant correlations between sodium intake and hypertension incidence and between the sodium to potassium (Na:K) ratio and hypertension incidence based on a Chinese cohort study. Mente et al. [10] reported a statistically significant positive correlation between urinary sodium excretion and blood pressure from an 18 country cross-sectional study. Zhang et al. [11] also reported a positive correlation between sodium intake and blood pressure from a cross-sectional study consisting of American adults older than 20 years of age who were currently not taking hypertension medications. Huggins et al. [12] found a statistically significant difference in hypertension prevalence only between the lowest and highest quintiles of the Na:K ratio from a cross-sectional study consisting of 50-75 years old Australians. Park et al. [13] failed to find a correlation between sodium intake and blood pressure from a cross-sectional study consisting of young and middle-aged adult Koreans. Ducher et al. [14] did not find a correlation between sodium intake and blood pressure from a small scale cohort study consisting of healthy French subjects. Finally, Kim et al. [15] found that urinary sodium and the Na:K ratio had a significant relationship with blood pressure only among males based on a cross-sectional study consisting of healthy adult Koreans.
The inconsistencies in the results of observational studies reflect the necessity for further evidence regarding the association between Na:K ratio and blood pressure, because widely varying results of observational studies regarding the association between sodium intake and blood pressure or hypertension status could be due to the incorrect measurement of sodium intake and the improper statistical analyses [7] . Additionally, tests are required to determine whether the association between sodium intake and blood pressure is strong enough to affect hypertension prevalence or incidence. Very limited studies have estimated the quantitative hypertension risk of sodium intake. According to the authors' re-analyses of 23 studies reviewed by Perez and Chang [16] , there were only three studies which provided the quantitative risk of the Na:K ratio.
The objective of this study is to examine the effect of the Na:K ratio on hypertension prevalence. The effect of the Na:K ratio was examined because previous studies found that the joint effect of low sodium and high potassium intake on blood pressure may be larger than the effects of either sodium or potassium alone [16] [17] [18] , and some studies also found that the Na:K ratio may affect the pathogenesis of hypertension independent of cardiovascular risk factor [19] . Another reason to look into the Na:K ratio is to avoid the over-adjustment issue caused by the potassium intake variable, which is highly correlated with sodium intake. The hypertension model without the potassium intake variables faces an under-adjustment problem because the potassium intake has an influence on blood pressure through the increase in urinary sodium excretion and the widening of the blood vessels [20, 21] .
In pursuing the objective, the authors resolve the statistical issues raised by the American Heart Association Science Advisory including reverse causality, residual confounding due to incorrect adjustments, and covariate balances across different Na:K ratio groups [22] . To mitigate the reverse causality issue, subjects with chronic diseases, such as chronic renal failure, diabetes, cardiovascular diseases, stroke, and dyslipidemia were excluded to prevent the influence of chronic diseases on sodium intake. Based on these statistical issues, propensity score matching technique was employed to infer the quantitative effect of the Na:K ratio on hypertension prevalence and blood pressure.
Data and Methods

Study Population
This study used five years of data from the Korea National Health and Nutrition Examination Survey (KNHANES) collected by the Korea Center for Disease Control and Prevention. The study population consists of 30,206 subjects aged between 20 and 79 years from KNHANES data pooled form 2010 to 2014. Subjects with chronic diseases, such as chronic renal failure, diabetes, cardiovascular diseases, stroke, and dyslipidemia were excluded from the study population to mitigate the reverse causality problem, because strict diets were recommended by physicians to patients with the above chronic diseases. The concern over reverse causality due to hypertension can be eased because the prevalence rates of the lower Na:K ratio groups (Q1 and Q2) were actually lower than the study population average and those of the higher ratio groups, as shown in Tables 1 and 2 . KNHANES collects health-related data through actual measurements or face to face interviews. Weight, height, and blood pressure are measured data, whereas family history of hypertension, drinking, smoking status variables, etc., are collected through face to face interviews by trained interviewers. Details of the KNHANES and its food intake survey were described in the previous studies [23, 24] . Since the sodium and potassium intake data are calculated from the 24 h recall food intake survey, too little or too much calorie intake could signal an incorrect food intake survey. Therefore, it is necessary to remove the observations with extreme calorie intake values to control the outliers. Following Kwock and Park [25] , intakes below 400 kcal and above 6000 kcal per day were used as the lower limit and upper limit of calorie intake, respectively. The lower limits used in the previous studies ranged from 350 to 800 kcal per day [26] [27] [28] [29] , and the upper limits range from 3500 to 8000 kcal per day [26] [27] [28] [29] . Thus the lower and upper limits used in this study are in the range. Due to potential influence from outliers, 112 subjects who reported energy intakes outside of the range were excluded, and 1195 subjects who had missing observations in intake variables were also removed. Additionally, 924 subjects who had missing observations for the variables used in the analysis were removed. Finally, a data set with 9424 subjects was used in this study. The flow of study subjects is shown in the Figure 1 . This study was exempt from review by the Institutional Review Board at the Korean National Institute for Bioethics Policy (Project number: P01-201408-RW-03-00). 
Study Measures
This study used the propensity score matching technique to estimate the approximate effects of the Na:K ratio on hypertension prevalence. The matching technique was employed because it could resolve the issue of selection bias caused by the determination of membership between the control and treatment groups in observational studies [30] . Selection bias is the systematic difference in the covariate means for the control and treatment groups. Selection bias in the context of this study appears as large mean differences in the mean age, gender ratio, etc. when the subjects are divided into groups based on their Na:K ratios. If the outcomes and hypertension prevalence are compared without fixing the selection bias problem, the estimated outcome difference can be biased in small samples and inconsistent in large samples [31] . Traditional regression approaches, such as logistic regression, are not sufficient to achieve balance between compared groups [30] . Thus, this approach is particularly useful for observational studies in which randomization of the subjects is not feasible [32] .
In addition to hypertension risk factors, various socio-demographic variables, such as age, education, income, etc. were included in the hypertension models. Some of these socio-demographic variables affect other covariates as well as the dependent variable. For example, an age variable, which is a significant risk factor of hypertension, is a confounding variable since it can also influence the treatments and the Na:K ratios through the insensitivity of salty taste from aging. Because these confounding variables can influence the direction of the association between the Na:K ratio and hypertension prevalence, they need to be adjusted properly [30] . The propensity score matching technique can fix the confounding problems by achieving very close values of the confounders through matching to the subjects in the treatment group [31] .
The basic idea behind propensity score matching is to find a group of untreated subjects similar to the treated subjects in terms of the subject characteristics. However, since finding a subject with similar characteristics increases in difficulty as the number of subject characteristics increases, 
The basic idea behind propensity score matching is to find a group of untreated subjects similar to the treated subjects in terms of the subject characteristics. However, since finding a subject with similar characteristics increases in difficulty as the number of subject characteristics increases, Rosenbaum and Rubin [33] suggested the use of a propensity score, which is the conditional probability of being a member of the treatment group.
The propensity score is usually estimated with a conventional probit or logistic function. The dependent variable has a value of "1" if a subject belongs to the treatment group; otherwise, the value is "0". The variables that influence the outcome and treatment variables are used as the covariates. Once the propensity score is estimated, the subject who has the closest propensity score in the control group is matched with a subject in the treatment group using matching algorithms. Balance is achieved between the control and treatment groups during this matching process. Because the distributions of covariates that characterize the subjects in the control and treatment groups are more similar after matching than the random sample, a correct treatment effect can be obtained [32] . The most popular matching algorithms are nearest-neighborhood matching, radius matching, and kernel matching [34] .
The matching quality is checked after matching by testing the balances of the covariates in the control and treatment groups. Then, a t-test is used to test the equality of the covariate means across the control and treatment groups. If the matching was executed properly, the null hypothesis of equal means should not be rejected. The percent standardized bias should also be checked for each covariate, and 5% should be sufficient [35, 36] . Sianesi [37] suggests that the propensity score should be re-estimated with matched subjects only, and the pseudo-R 2 values should be compared to assess the overall balance of the covariates. Then, the pseudo-R 2 should be very low since the covariates are similar in both control and treatment groups.
In random clinical trials, the outcome difference between the control and treatment groups is the treatment effect because the subjects are randomized. Although cross-sectional studies cannot determine rigorous causal effect, the propensity score matching technique can provide an approximation of the treatment effect [32] . Because the randomization of subjects is almost achieved between the control and treatment groups with matching, the estimates of average treatment effect on the treated subjects (ATT) are obtained by comparing the mean outcomes between the control and treatment groups [34] . Again, the significance of the ATT is tested using a t-test since this test is about the equality of the two-sample means.
Statistical Analyses
The specific objective of this study was to test the significance of differences in hypertension prevalence across different Na:K ratio levels. For this objective, the subjects were divided into quartiles based on their Na:K ratio levels, and then the means of the hypertension prevalence of the quartiles were compared. Instead of comparing four (N) treatments with different Na:K ratios at the same time, six (Nˆ(N´1)/2) different pairwise comparisons were performed because they were practical alternatives [38] . For the pairwise comparisons, the groups with the higher Na:K ratios were assigned as the treatment groups, and the conditional probability of being a member of a treatment group was estimated. For example, the conditional probability of being a member of Q2 had to be estimated first for the pairwise comparison between Q1 with a Na:K ratio of 0.74 and Q2 with a Na:K ratio of 1.21. Then, the difference in the hypertension prevalence between the groups could be calculated after matching.
The probability function used to estimate the conditional probability of being a member of a treatment group is a logistic function: its dependent variable has a value of "1" if the subject is the member of treatment group and "0" otherwise. Covariates used in the logistic function were age, sex, body mass index (BMI: kg/m 2 ), marital status, monthly household income, education in years, walking hours per day, smoking status, drinking status, stress level, use of nutritional labels, family history of hypertension, etc. The definitions of the variables used to estimate the propensity score are shown in Table 1 . The variables selected in the model are generally related to the Na:K ratio or the hypertension outcome since only variables affecting the treatment or outcome should be included [39] . However, there are no general rules about what to include. Some of the variables, such as monthly household income and the use of nutritional labels, did not have significantly different means across the quartiles, but they were included because they were important variables theoretically. The propensity scores were estimated using the same procedure with identical covariates for all pairwise comparisons as follows: Q1 vs. Q2, Q1 vs. Q3, Q1 vs. Q4, Q2 vs. Q3, Q2 vs. Q4, and Q3 vs. Q4.
The matching procedures were conducted based on the estimated propensity scores from the logistic regressions using the nearest-neighborhood matching algorithm, radius matching algorithm, and kernel matching algorithm. Because different matching algorithms resulted in almost identical results in the ATT, we reported the results obtained by 1:1 nearest-neighborhood matching with caliper 0.01 without the replacement method using STATA 12.0 (STATACorp, College Station, TX, USA). The common support restriction was used, and the observations in the range between the minimum and maximum propensity scored of treatment group were used. The observations outside of this range were excluded.
After matching, the balance was confirmed by a two-sided t-test to determine the equality of the sample means of the control and treatment groups for each covariate. The percent biases were also evaluated for every covariate to determine whether they were within the 5% limit. Finally, pseudo-R2 values for all pairwise comparisons were assessed to determine whether the overall balance of the covariates was satisfied.
Once balance was achieved between the control and treatment groups, the difference in the hypertension prevalence rates in the two groups was the approximation of the treatment effect, and a t-test was used to test the significance of the effect. A one-sided t-test was conducted for each pairwise comparison to test the null hypothesis; the groups with the higher Na:K ratios had the higher hypertension prevalence.
All statistical analyses (i.e., data management to construct the study population, estimation of logistic regression for the propensity score, matching, and significance test on ATT) were performed with STATA Release 12 [40] . Table 1 provides the general characteristics of the study population and the definitions of the variables used to estimate of the propensity score. The average sodium intake was 4533.17˘30.24 mg/day, and potassium intake was 3104.64˘15.97 mg/day. The average sodium intake was well above the World Health Organization (WHO) daily recommendation of 2000 mg/day, whereas the average potassium intake was approximately 88% of the WHO daily recommendation [41] . Therefore, the average sodium to potassium ratio was 1.54˘0.01.
Results
General Characteristics of the Study Population
Overall, the average hypertension prevalence was 19.56%, which was relatively low. The low prevalence was found because subjects with hypertension as a comorbidity of other chronic diseases were excluded. The average BMI was 22.87˘0.03; this was also affected by the exclusion of obese subjects with chronic diseases. The average age was approximately 46 years, and the proportion of females was 68.19%. The proportions of smokers and drinkers were lower due to the high female to male ratio. Table 2 shows the general characteristics of subjects by Na:K ratio quartiles and the potential confounding variables. None of the quartiles met the upper limit of sodium intake (2000 mg/day), however, only Q1 was above the daily recommendation for potassium. Because there were large differences in the average proportions of females and manual workers and smoking and drinking statuses across quartiles, the presence of selection bias was highly suspected and the use of the propensity score matching technique was warranted. Other variables, such as age, marital status, education, etc., also needed to be controlled due to the large differences in sample means across quartiles.
Q1 shows a low intake of calories and fat and a high intake of fiber, potatoes, and fruits which are major the sources of potassium, as shown at the bottom of Table 2 . Although vegetable consumption is a major source of potassium, Q1 was low in vegetable intake, because Koreans with a higher sodium intake typically consume a large amount of pickled vegetables, which are very salty. These data do not differentiate between fresh and pickled vegetables. Table 3 reports the estimated ATTs for six pairwise comparisons using propensity score matching and includes the hypothesis test results for the significance of the differences in hypertension prevalence. After matching, the hypertension prevalence of Q1 was 17.13% and Q3 was 19.87% based on the pairwise comparison between Q1 and Q3. The difference in the hypertension prevalence (2.74% point) was significant (p < 0.05) based on the one-sided t-test. This result favors the hypothesis that the group with the higher Na:K ratio has higher hypertension prevalence. In the pairwise comparison between Q1 and Q4, Q4 had a higher hypertension prevalence by 3.44% point (p < 0.01). In the pairwise comparisons between Q2 and Q3 and between Q2 and Q4, the groups with higher Na:K ratios had a higher hypertension prevalence by 2.47% point (p < 0.05) and 2.95% point (p < 0.01), respectively.
The Effect of the Sodium to Potassium Ratio on Hypertension Prevalence
Four pairwise comparisons, Q1 vs. Q3, Q1 vs. Q4, Q2 vs. Q3, and Q2 vs. Q4, showed higher hypertension prevalence in the higher Na:K ratio groups. The pairwise comparisons Q1 vs. Q2 and Q3 vs. Q4 did not show any differences in hypertension prevalence. Table 3 also shows the sodium and potassium intakes after matching for pairwise comparisons across quartiles of the Na:K ratio. The subjects in Q1 consumed an average of 2588.94 mg/day and 3641.10 mg/day of sodium and potassium, respectively whereas the subjects in Q2 consumed an average of 3692.91 mg/day and 3050.27 mg/day of sodium and potassium, respectively. Based on the rigorous statistical tests, there was no difference in hypertension prevalence between Q1 and Q2. Therefore, the subjects in Q2 may consume up to 4405.73 mg/day of sodium without raising their hypertension prevalence, if they consumed the same amount of potassium as the subjects in Q1 and held their sodium to potassium ratio to 1.21. However, because a strong correlation was detected between the Na:K ratio and blood pressure in the comparison of Q1 and Q2, 4405.73 mg/day of sodium intake could be hazardous to blood pressure.
The first significant difference in hypertension prevalence was from the comparison of Q1 and Q3. The subjects in Q1 had an average intake of 2610.23 mg/day of sodium and 3641.29 mg/day of potassium, whereas the subjects in Q3 had an average intake of 4628.49 mg/day of sodium and 2833.01 mg/day of potassium. The hypertension prevalence rates were 17.13% and 19.87% for Q1 and Q3, respectively. In this pairwise comparison, the effect of one unit change in Na:K ratio on the hypertension ratio is 3.08% point. Table 4 shows the balance check results of covariates used in the estimation of propensity scores before and after matching. None of the t-tests assessing the equality of covariate means in the control and treatment groups rejected the null hypothesis after matching. All of the percent bias statistics were below 5% except the smoking variable between Q2 and Q4. Even though the smoking variable remained unbalanced at 5% bias criterion after matching, the percent bias approach does not have a clear standard for the success of the matching [36] , and the over-all balance results and pseudo-R 2 show that there were no significant differences in matched samples. The pseudo-R 2 values obtained from the re-estimation of the propensity score with only matched data were all very low, and some were close to 0.01, as shown at the bottom of Table 4 . These results show that over-all and covariate specific balances were achieved by matching and that the quality of the matching was satisfactory. Table 3 . Average treatment effects (ATT) of the sodium to potassium ratio on hypertension prevalence and nutrition intake for six pairwise comparisons using propensity score matching. 
Variables
The Effect of the Sodium to Potassium Ratio on Blood Pressure
To examine the effect of the Na:K ratio on systolic (SBP) and diastolic blood pressure (DBP), further propensity score matching analyses were performed. For this purpose, all subjects who were previously diagnosed and currently taking hypertension medications were excluded from the dataset used in the above pairwise comparisons. This exclusion removed any remaining possibility of reverse causality after the exclusion of chronic patients. The propensity scores were estimated and matched again after the exclusion, and the differences in mean SBP and DBP were estimated for all six pairwise comparisons. Table 5 reports the average treated effects of Na:K ratio on blood pressure and the significance of ATTs from the six pairwise comparisons after excluding hypertension patients. Three pairwise comparisons, Q1 vs. Q2, Q1 vs. Q3, and Q1 vs. Q4, showed higher SBP in the higher Na:K ratio groups while the remaining pairwise comparisons showed no significance in the SBP differences. Q2, Q3, and Q4 had higher SBP by 1.09 (p < 0.05), 0.88 (p < 0.05), 1.41mmHg (p < 0.01) compared to Q1, respectively. In comparisons of DBP, two pairwise comparisons, Q1 vs. Q2 and Q1 vs. Q4, showed higher DBP in the higher Na:K ratio groups by 0.83 (p < 0.01) and 0.92 (p < 0.01), respectively. From the significant differences in SBP and DBP between Q1 and Q2, we could infer 2.37 and 1.80 mmHg increases in SBP and DBP, respectively, in response to one unit of change in the Na:K ratio. Therefore, the results showed that the Na:K ratio also had a significant effect on the blood pressure, and especially, Q1 had significantly lower blood pressure compared to the other quartiles.
Discussion and Conclusions
We found that the Na:K ratio had a significant effect on hypertension prevalence and blood pressure. Groups with higher Na:K ratio had higher hypertension prevalence rates; there was no evidence that usual Na:K ratio groups, Q2 or Q3, had lower hypertension risk than the lower Na:K ratio group, Q1. Furthermore, groups with higher Na:K ratio had consistently higher SBP than the lower Na:K ratio group, Q1. That is, the lower ratio group (Q1) had the lowest risk in blood pressure, and the blood pressure results showed almost a linear dose-response relationship between the Na:K ratio and SBP. These results deny the possibility of an existence of a U-shaped relationship between the Na:K ratio and hypertension and between the Na:K ratio and blood pressure.
The mechanisms by which sodium and potassium affect blood pressure are multiple. In salt-sensitive individuals, salt ingestion causes sodium and water retention and extracellular volume expansion, which results in the release of substances increasing heart and blood vessel contraction and affecting renin-angiotensin-aldosterone system [42, 43] . Potassium increases urinary sodium excretion which diminishes body sodium. In addition, potassium is thought to induce vascular smooth muscle relaxation and thus decrease peripheral resistance [44] . The blood pressure lowering effects of potassium intake were greater in individuals ingesting higher sodium intakes [45] , and the Na:K ratio had a stronger effect on the risk of cardiovascular disease than sodium or potassium alone [46] . Therefore, people should be more concerned about the Na:K ratio in their diet than the level of sodium or potassium individually. In the present study, the low Na:K ratio group (Q1) consumed higher amounts of fruits and potatoes and lower amounts of cereals, salty vegetables, meats, and meat products than the high Na:K ratio group (Q4). Recommending a diet with sufficient fresh vegetables, fruits, and low fat dairy, which is similar to DASH diet [17] , is a good way to achieve low Na:K ratio. This dietary pattern is also known as a 'healthy diet' or 'prudent diet' in many studies, such as Hu et al. [28] , Baik et al. [47] , Newby et al. [48] , etc. Low Na:K ratio in Korean diet can be achieved by a comprehensive community based approach and in cooperation with the food industry as shown in the experiences of Finland [49] and England [50] .
Our result is consistent with the results of some observational studies in various countries that Na:K ratio has a significant effect on hypertension prevalence and/or blood pressure [9, 11, 12, 51] . Du et al. [9] found a strong association between the Na:K ratio and hypertension among Chinese adults. Zhang et al. [11] was very similar to our work in that they used pooled cross-sectional data and sodium intake data form 24 h recalls. They found the difference in hypertension prevalence rates only in their lowest and highest quartile comparison among US adults; however, they did not find the association between the Na:K ratio and diastolic blood pressure. Huggins et al. [12] found the association with systolic blood pressure but not with diastolic blood pressure among older Australian adults. Schröder et al. [51] also acknowledge the association between the Na:K ratio and diastolic blood pressure among Spanish population; however, they failed to detect the association between the Na:K ratio and systolic blood pressure in normotensive and non-medicated hypertensive subjects. All the observational studies except Du et al. showed some inconsistency in the association between the Na:K ratio and blood pressure. The most striking difference between these studies and ours is that their study population contained subjects with chronic disease.
The results of our study were obtained using the sound statistical approaches recommended by the American Heart Association Science Advisory. Especially, the effect of the Na:K ratio on blood pressure was obtained after removing almost all of the salt sensitive subjects by excluding the subjects taking hypertension medications. Even though the actual blood pressure difference in SBP and DBP from the pairwise comparisons was not huge, the small shift of whole blood pressure distribution could have a significant effect on the burden of hypertension [52] .
However, our study has a few potential limitations. One limitation of our study is the use of cross-sectional data; assessments of nutrients intake and blood pressure were made at the same time. Therefore, our study cannot determine whether the nutrient intake preceded the blood pressure change and, hence, whether the nutrient intake caused the blood pressure change. However, the propensity score matching can provide a useful approximation of random trial and an approximate effect of the Na:K ratio on health outcomes [32] .
The second potential limitation is that our study used the Na:K ratio based on the food intake survey, because the incorrect measure of sodium and potassium intake could bias the results. Our result regarding blood pressure favors lower Na:K ratio, and Na:K ratio is positively associated with blood pressure increases even if the quantity of blood pressure increase is small. Thus, the direction of association seems reasonable, but the small quantity of blood pressure increase could be a limitation. Since errors in sodium intake measurement could attenuate the association between sodium intake and health risk [22] , larger blood pressure increase would have been obtained if multiple, nonconsecutive 24 h urine excretion data were used. The golden rule for urine sample collection is to collect nonconsecutive, multiple days, 24 h urine; however, such a method is impractical for large-scale surveys [10] . Another limitation is that the sodium or potassium specific effect on hypertension prevalence or blood pressure was not available because our model used the Na:K ratio variable.
Our study contributes to the literature by providing evidence of an association between the Na:K ratio and the hypertension prevalence and blood pressure based on the sound statistical method. The relationship between sodium intake and cardiovascular diseases and/or stroke has become more plausible than ever with this evidence since hypertension is a direct risk factor of those diseases. Moreover this study provides a quantitative effect of the Na:K ratio on the hypertension prevalence and blood pressure from a large pool of subjects. However, there exists large difference in sodium sensitivity among different ethnic groups as suggested by Franco and Oparil [53] , therefore, a cautious interpretation of our results is advised.
Further research is needed to determine whether the results will hold up after controlling for genetic factors since more results are being reported that assess the effect of not only sodium intake but genetic variations on the blood pressure [54, 55] . A similar approach to cohort data is needed to analyze the exact causal effect.
